Norbury: Idiopathic tulcerative colitis, or to be more accurate, ulcerative colo-proctitis, since in the majority of cases the rectum is also involved, is a condition in which examination of the faeces reveals no specific causative factor and the patient's serum fails to agglutinate any of the various strains of B. dysenzterix. There is no doubt that a certain percentage of early cases can be cured or at any rate relieved by medical meanis alone. In the larger number, however, the disease becomes chronic or progresses with greater or lesser rapidity towards a fatal issue. When one examines the colon of a wellestablished case it is difficult to imagine how a cure can ever be effected whilst fzeces stagnate in the bowel.
[lIay 8, 1940] DISCUSSION ON THE SURGICAL TREATMENT OF IDIOPATHIC ULCERATIVE COLITIS AND ITS SEQUELAI Mr. Lionel E. C. Norbury: Idiopathic tulcerative colitis, or to be more accurate, ulcerative colo-proctitis, since in the majority of cases the rectum is also involved, is a condition in which examination of the faeces reveals no specific causative factor and the patient's serum fails to agglutinate any of the various strains of B. dysenzterix. There is no doubt that a certain percentage of early cases can be cured or at any rate relieved by medical meanis alone. In the larger number, however, the disease becomes chronic or progresses with greater or lesser rapidity towards a fatal issue. When one examines the colon of a wellestablished case it is difficult to imagine how a cure can ever be effected whilst fzeces stagnate in the bowel. The surgical treatment may conveniently be divided into:
(1) Methods employed primarily for the purpose of colon irrigation, namely appendicostomy and valvular caccostomy.
(2) Methods directed to exclusion of the colon from the passage of fxces by means of a terminal ileostomy.
(3) Ileostomy followed by colectomy with anastomosis of the ileum to the rectum, or ileostomy followed by excision of the colon and rectum.
My own experience in the surgical treatment of ulcerative colitis has been chiefly confined to appendicostomy. Several of these cases have been virtually cacostomies since it was found impossible to utilize more than the stump of the appendix.
Analysis of cases.-During the past ten years, I have perfor'med appendicostomy on 20 cases at St. Mark's Hospital and on 7 cases at the Royal Free Hospital. Of these 4 died-26 days, 1 month, 7 weeks and 6 months respectively after operation.
The general health of the remainder has'gradually and steadily improved as also have the sigmoidoscopic appearances, which show a return to normal in a considerable proportion and a marked improvement in most of the rest. The patients have put on weight. I have had the opportunity of following the cases up and examining them with the sigmoidoscope periodically.
Five of these patients reported at hospital within the last few days, and also a patient not included in the series upon whom I operated thirteen years ago. (2) Mr. C., aged 44. Granular colo-proctitis wvith ulcers. Appendicostomy five and a half years ago. Irrigation for eighlteen months. Appendicostomly allowed to close four years ago. -No symptoms since. Normal sigmoidoscopy at p)resent time.
(3) Mr. IN,, aged 47. Marked ulcerative colo-proctitis. AppendicostomNy over seven years ago. Irrigation for twenty months. Appendicostomy allowved to close after this period. Symptom-free at lresent time.
(4) Mrs. R., aged 31. Granular colo-p)octitis. Appendicostomy four years ago. Still irrigation once daily. No bleeding but some imlucous discharge. Sigmoidoscopy shows marked improvement but still some loss of epithelium in patches.
( ) Mr. C., aged 26. Marked case of ulcerative colo-proctitis. Condition poor.
Ap)pendicostomy five years ago. Still irrigation once daily. Sigmoidoscopy; almost normal mucous membrane; a few patches w-ith loss of epithelium.
(6) Mrs. B. Appendicostomy thirteen years ago for severe ulcerative colo-proctitis.
Marked improvement for three yeais and then recrudescence of symptoms suggesting a perforation. Extremely ill wvith acute abdominal symptoms. Appendicostomy irrigations recommenced wvith slow but steady recovery. No irrigation for past six years.
At present time health excellent and normal sigmoidoscopic appearances. Apl)pendicostomy kept. It is interesting to note that after appendicostomy the sigmoidoscopic appearances tend to remain in statu quo for some considerable period although the general condition is markedly improved.
Appendicostomy should be more extensively used for irrigation purposes not only in late cases of ulcerative colitis but in those of moderate severity which have resisted a short course of purely medical treatment. There should be closer co-operation between physician, pathologist and surgeon in dealing with such cases. Appendicostomy is of little use when the patient is moribund.
Irrigation of the colon and rectum from the upper end by means of an appendicostomy is obviously better than irrigation per rectuim against the stream.
Satisfactory colonic lavage from the rectal approach requires the services of an expert and is difficult at the best of times but mav be positively dangerous in cases of ulcerative colo-proctitis. The so-called " high colonic iavage," in which a long tube is passed into the rectum with the idea that it has traversed the colon, is a fallacy. It is almost impossible for such a tube to be passed blindly higher than or even as high as the recto-sigmoidal junction since it curls up in the rectum. This can be proved by X-rays. The presence of such a tube may seriously damage the alteady diseased bowel wall.
Irrigation of the whole colon can be accomplished through a tube passed for a distance of 3 to 4 in. into the rectum with the patient in different positions to allow gravitation of the fluid to different portions of the large bowel. It is, however, a tedious process and requires expert knowledge and skill.
With an appendicostomy a patient can irrigate the colon himself with great ease. In the surgical treatment of ulcerative colitis appendicostomy is the method of choice in cases of moderate severity. Experience has taught me certain points in technique (a) Local anaesthesia is satisfactory. (b) A small muscle-splitting incision suffices.
(c) The blood supply to the proximal portion of the appendix must be carefully preserved. It is often quite unnecessary to divide any porfion of the meso-appendix in order to bring the appendix to the surface. Careful division of the fine adhesions or membrane surrounding the meso-appendix will usually allowv sufficient mobilization to fashion a satisfactory appendicostomy.
If the appendix is considered suitable, the caput cieci is anchored to the edges of the peritoneal incision.
(d) Unless the patency of the appenidix is in doubt, it is wise not to open it at the time of operation since there is a tendencv for the wound to become infected and slough, and the vitality of the appendix mav be endangered.
(e) In many cases, even if the appendix appears narrow and its lumen precarious, I have found that if left unopened for a week the appendix will often become distended in the interim and its lumen much increased. (f) If the distal portion of the appendix is fibrosed, it may still be possible to utilize the proximal end. If the appendico-cwecal valve or valve of Gerlach can be preserved there is much less liability to leakage of freces than if a valvular catcostomy is employed.
(g) In certain cases,'especially in patients with thick abdominal walls, it may be impossible to exteriorize the appendix and produce a satisfactory stoma so that there is a risk of contraction of the channel as it traverses the abdominal wall. The track should be kept open by the regular passage of the catheter morning and evening, even when irrigation has been discontinued.
(h) In my opiniorn it is wise not to close an appendicostomy since experience has shown that cases of ulcerative colitis are liable to relapse. (Cf. case of Mrs. C. Severe ulcerative colitis with well-marked ulcers. Appendicostomy and irrigation for six years. Sigmoidoscopy; normal mucous membrane. Two months later appendix removed. Relapse within two months.)
In a well-fashioned appendicostomy with a protruding button of mucous membrane, there is no tendency to spontaneous closure, but as already mentioned any cicatricial Contraction can be obviated by the regular passage of the catheter.
Solutions employed for irrigation of the colon.-Two pints of normal saline solution morning and evening is usually efficacious. It should be warm and run in slowly to avoid spasm and pain. A solution of pulv. sodium chloride co. is a favourite at St. Mark's Hospital. Hypertonic salt solution is also useful.
One has to be careful not to emplov any toxic material which may be absorbed. Even lotio bor. if retained for anv length of time in the colon may produce general toxic symptoms. It is the irrigation rather than any particular antiseptic that is of importance. Four ounces of warm olive oil instilled into the colon via the appendicostomy overnight, followed by a wash-out with normal saline in the morning, is to be recommended. Crude cod-liver oil or a 5% solution of bismuth sub-gallate in cotton-seed oil may be substituted for the olive oil. (Bismuth sub-gall. gr. xxii ; cotton-seed oil, ad Sj.)
After a few weeks' treatment the patient usually feels and looks better and the temperature gradually subsides. The discharge of blood, mucus and pus rapidly diminishes in quantity. Irrigation may have to be employed for several months or even years in severe cases. Sigmoidoscopy must be employed from time to time in order to gauge progress.
Blood transfusion either before or after appendicostomy is of great value in cases with profound anaemia.
Valvtular cxcostomy.-ln cases where the appendix has been previously removed of the appendix is fibrotic and unsuitable for irrigation purposes, a cacostomy may be performed.
This may be of the Senn type as devised for gastrostomy, or after the method of Wivzel.
In either case leakage of ftecal matter is likely and a solid plug or obturator should be worni. Acute ulcerative colitis. Liver large and fatty.
(2) Female, aged about' 56. Marked symptoms with profuse discharge of pus per rectum suggesting a pericolic abscess which was discharging into the colon. Swinging temperature, terminal ileostomy followved by blood transfusion. This patient was operated upon recently but is making good progress with fall of temperature and marked amelioration of svmptcms.
Ileostomy would appear to be indicated in severe cases with marked general symptoms of toxaemia, abdominal tenderness and distension, profuse discharge of pus per rectutm and extensive ulceration shown by sigmoidoscopy; also where appendicostomy treatment has been tried and failed.
Phvsiologists tell us that the lq\est portion of the ileum is concerned in absorption of fluids. It is important, therefore, to fashion the ileostomy as low down as possible in order to preserve this function. Thus a semi-solid action of the bowel is obtained and not a continuous watery discharge.
In my two cases the ileostomy was fashioned on the lines of the Paul-Mikulicz operation with a double-barrel stoma and with the afferent and efferent coils sutured together with a view to subsequent closure by means of an enterotome. It is probable that this is too optimistic a view to take since " Once an ileostomy always an ileostomy " is a more apt dictum.
Colectomy. I have no experience of this method of treatment for ulcerative colitis.
It would appear to be unnecessarv in the earlier stages of the disease and dangerous in the later. Also in the majority of cases the rectum is involved and not in a condition suitable for anastomosis with the ileum. Total colectomy including the rectum would seem to be a very hazardous procedure.
Surgical treatment of ulcerative colitis should also include attention to infective foci in the body.
Sequele.--(a) Perforation with general peritonitis (in my series I case); (b) Peri-colic abscess sometimes discharging into the bowel (2 cases) (c) Ischiorectal abscess and fistula (1 case) ; (d) Fistula-in-ano (1 case) ; (e) Fissure (2 cases); (f) Colitis polvposa (I case) (g) Stricture of colon (I case) ; (h) Fistulous communications with adjacent coils of intestine or with the bladder (i) Complications the result of toxic absorption, e.g. rheumatism, *synovitis, arthritis must also be mentioned.
A Bartholin's abscess was present in one of my cases.
When svmptoms suggest a perforation into the general peritoneal cavity, I believe it is wise to give morphia and hope that localization will occur. An abdominal exploration in such circumstances would be highly dangerous owing to the friable state of the bowel.
Ischiorectal abscesses should be dealt with by simple incision, any resulting fistulla being treated when the bowel is in a more healthy state.
Strictures are luckily not common after appendicostomy but they do occur. They mav be single or multiple and may involve several inches of the boowel. When mLltiple, radiography will show the constricted portions with dilatations between giving the appearance of a string of sausages. A short-circuiting operation or colostomy may be necessary for the treatment of such a complication. Colectomy may be deemed advisable.
Conicliusionz. It is stated in a well-known American textbook that appendicostomy is of little if anv value in the treatment of ulcerative colitis and that as good results may be obtained by colonic lavage per rectumn, combined of course with medical treatment. But a follow-up of my own cases has shown most encouraging results, symptoms disappearing with the gradual restoration of the bowel-wall to normal.
If a cure or amelioration of symptoms can be obtained by appendicostomy, the surgeon ought not to condemn the patient to an ileostomy which will probably be permanent, or submit him to the risk of colectomy.
Appendicostomv is a valuable adjunct to medical treatment. Ileostomv should be reserved for advanced disease or for cases where appendicostomy has failed.
Mr. W. H. Ogilvie: The surgery of ulcerative colitis is essentially destructive. It comes in where medicine has failed, and has no place as an adjuvant to medical treatment. Appendicostomy has been warmly supported and there are manv series of cases treated by appendicostomy that have done well, but there is no convincing evidence that such cases do any better than with medical treatment alone. Cacostomv has been advocated to replace appendicostomy, but it is not obviously superior. Neither of these operations rest the colon, nor do they allow it to be washed ouit in a manner that is convincingly better than washing out from below. Many cases are arrested by medical treatment. What proportion the successes form to the whole is uncertain, but many patients do return, not to perfect health, but to a state where with reasonable care they can avoid relapses and lead a happy, useful and comparatively active life. To one who is fanmiliar with the anatomv and futnctions of the colon this is indeed remarkable. The colon carries out the third stage of digestion; its contents are fluid, solid, or gaseous, and highly bacterial; it contracts only once in a while, but then it does so to some purpose and probably gets up a considerable internal pressure. How a colon which has once been inflamed throughout its coats--and we know that the changes during the attive stage of ulcerative colitis are most profoundcan carry out any of these functions with fibrous walls and a lining consisting in many places of a single layer of unspecialized cells, is almost beyond comprehension. But there is no doubt that sooner or later, and in most cases sooner, the colon reaches a state from which it cannot recover, even though the infective agent be overcome. Surgery should be invoked before that stage is reached, and not after the patient has become toxic and exsanguinated. In contrast to other presumptive indications which are based on an assumption that the colon is destroyed beyond recovery, this group demands operation while the chance of a functionally successful resection remains.
Contra-indications-.The most important is the fulminating type of case. In these a powerful plea is often put forward for operation, on the view that if the colon is rested in the early stages of an infection, it can recover without gross damage, and can later be allowed to function again. In these, however, the colon infection seems the outcome of a lost resistance, and though ileostomy under local aniesthesia is well tolerated, it does not prevent death from toxic absorption.
The surgical treatment of ulcerative colitis as planned, and as carried to completion in a small numnber of cases, consists of three steps-exclusion, excision, and restoration. Of these the first, total exclusion of the colon by a transverse ileostomy is the important one. When nothing passes into the colon, not only is it mechanically at rest, but the partly digested remains of various foodstuffs which provide pabulum for the resident bacteria no longer reach it. In these circumstances the infection usuallv subsides, the discharge from the rectum decreases, ceases to be purulent, and soon 'dwindles to a small daily excretion of mucus. Bleeding st6ps. The temperature and pulse settle down to normal, appetite returns and the patient regains weight and strength. The discharge from the ileum is at first continuouLs and liquid. There is a certain amount of dehydration, and excoriation of the skin presents a problem, bhLt not a difficult one. American writers lay stress oIn the loss of fluids at this stage, and many series have a surprisingly high mortality following ileostomv. In my small experience 1 have not been undulv worried by this problem, but have found that the dehldration is made up by an increased fluid intake, and more thancompensated hv the rapid disappearance of the toxiemia. Within two or three weeks the effltix is less liquiid, and within three to six months it becomes semi-solid, and is passed at intervals of three to four lhours rather than continuously.
Colectomy can be undertaken as soon as the patient's general condition has recovered sufficiently to warrant the performance of such an operation. It is surprisingly easy, for since the condition is non-malignant, the vessels are tied close to the bowvel, and peritonealization is simple; nmoreover it is an operation that can be done, if necessary in stages, starting at the ciecum, and bringing the proximal end of the renmaining distal segment to the surface.
The third stage, implantation of the ileum in the pelvic colon or upper part of the rectum, according to the scope of the previous colectomy, should be undertaken only when the patient is really well, and when the discharge from the ileostomv is sufficiently solid not to be a nuisance in the rectum, and when the rectum has recovTered, if not to normal, at any rate to a state when the mucous membrane is healed and the walls soft.
In practice the rectumii and pelvic colon usually bear the brunt of the disease, and are 6 often destroyed beyond recovery by the time the patient has been transferred to the surgeon. Implantation of the ileum into a rectum that is still ulcerated, or that is so damaged that it will ulcerate as soon as it is asked to transmit contents, is definitely worse from the patient's point of view than an ileostomy: it is controlled with more difficulty, and is painful in addition.
If restoration of deftacation is going to be impossible, the need for colectomy disappears. The condition of the patient usually improves so much after ileostomy that it cannot be bettered by the removal of a harmless if useless colon. In one of my cases in which the colon was so destroyed that it had been reduced in places -to the diameter of a pencil, Dr. Knott cultivated several sections from the removed bowel and found them to be sterile. It appears then that ileostomy is not only the first but the whole treatment of ulcerative colitis, except in those uncommon cases where the rectum is healthy or nearly so.
I have treated only 17 cases of ulcerative colitis radically, excluding caecostomy and appendicostomy. Of these 17, seven died, and since this mortality accords ill with my advocacy of surgical treatment, I would refer to it briefly. Five died after ileostomy only ; three of these were cases of the fulminating type with a few weeks' history, one died of ileus on the fourth day after operation, one survived two and a half months and died with ulceration of the lower ileum. Of the remaining two, one died after colectomy, the other from peri'tonitis following implantation of the ileum in the rectum.
With more sense three out of the seven cases would have been allowed to die naturally, and three more would not have died at all.
The ten living patients are all in satisfactory condition, that is, apyrexial and able to get about. Eight have a permanent ileostomy, and four of the eight have also undergone colectomy. Two have the ileuni re-implanted in the'pelvic colon. I would mention a few technical details connected with ileostomy. I first brought both ends to the surface, sometimes apart, sometimes side by side, with the twofold object of being able to wash out through the distal end, and being able to join the two later if the colon recovered. The first is unnecessary, for the colon recovers so rapidly when it is excluded, that washing out is superfluous and tends rather to favour the absorption of toxins :"restoration of continuity is a vain hope, for 'a colon so damaged as to need ileostomy does not recover sufficiently to function again without risk. Further a double-ended ileostomy has two serious 'drawbacks; it makes subsequent colectomy a good deal more difficult, and it implies division of the ileum an inch or two further from the cacum than would other-wise be necessary.
This last point raises the question why the ileum is able to undertake the alien function of water absorption to the point of solidification of its contents. Whenever I asked this question in America, I received the answer that it is dependent on the removal of the large intestine, and the opinion is widely held there that water absorption is under some hormonic control, so that until the whole large intestine, including the rectum, has been removed the ileal contents will remain watery. In my small series this has not been true. The patients in whom I have done ileostomy and nothing else, have settled down, after varying periods, to passing semi-solid ileal " stools " with no irritating effect on the skin. The only patient whose discharge remains persistently watery and irritating after twb years, is the only one in whom 1 have removed the whole large intestine down to the anus. This was not for ulcerative colitis, but for polyposis with haemorrhage, and I had to remove the last two feet of ileum because they were full of polypi. I now believe that watery absorption is in some way governed by the last few inches of the small intestine, and that division of the bowel even 6 in. from the ileocxecal sphincter is less satisfactory in this regard than one close to the caecum.
I use a very small and low gridiron incision done under local aniesthesia if necessary.
The ileum is picked up and the'point where Treves' fold leaves it is selected for section. The mesentery is divided for a full 25/ in., to eliminate the drag of peristalsis. The gut is divided between two controlling clamps, the distal end butt-ended with a double pursestring, and dropped back in the abdomen. A rubber tube of half-inch diameter is passed 2 in. into the proximal bowel, and the cut end tied tightly round it. The incision is then closed round the ileurn so that half an inch of bowel projects above the skin: a catgut skin stitch tied round a bit of mesentery will fix it in position. The rubber tube serves two purposes ; first it keeps the incision clean for the first few days, and second it keeps the lumen of the bowel patent in its passage through the abdominal wall, and forestalls the danger of obstruction during repair. Any tendency to prolapse of ileum later, can be stopped by cutting the opening flush and stitching mucous membrane to skin.
Before the efflux becomes solid, the skin tends to get very sore. The best dressing is aluminium paste 1; the next best is fullers' earth. Later the discharge is unirritatihg, and only a colostomy belt is required. A patient with a well-domesticated ileostomy is on the whole-better than one with a colostomv, because there are no unheralded explosions and the discharge is not offensive.
Mr. W. B. Gabriel: In ulcerative colitis the disease is presented to us in various stages from a slight granular procto-colitis to a marked procto-colitis with much pus and blood in the lumen of the bowel, and later still the stage of naked-eye ulceration as seen through a proctoscope or sigmoidoscope. The general condition of the patient varies too between that of apparent perfect health, and that of an almost moribund state, with emaciation, profound anaemia and all the signs of a severe toxlemia. The importance of treatment of ulcerative colitis in the earlier stages of the disease should always be stressed.
The researches of Lium 2 on colonic explants in dogs showed that when grafts of the colon were sutured to the abdomin4l wall with the mucous surfaces exposed, spasm could be induced by mechanical stimulation, by drugs such as prostigmine, or acetylcholine, which stimulate the parasympathetic nervous system and by dysentery toxin; spasm of the bowel wall resulted in cedema, haemorrhages and ulceration of the mucosa of the graft. Lium suggests that spasm may be the chief cause of ulcerative colitis, and stressing the importance of a nervous temperament he states that it is common knowledge that nervousness. can produce diarrhoea, and this may well develop until the colo4 is in an almost constant state of spasm.
If Lium's views are correct we inow have an added, and weighty reason for advocating the need for ead.y treatment before irretrievable damage has resulted to the colon from prolonged spasm. At this stage medical treatment is of paramount importance, and many cases of generalized procto-colitis have cleared up well with rest in bed in a quiet environment with sedatives such as luminal, a low residue diet to avoid trauma of the mucosa and vitamin therapy (A, B and C).
Surgical treatment is indicated:
(1) When in spite of rest in bed and careful medical treatment the patient progressively goes downhill, with loss of weight and strength.
(2) When much blood is being persistently lost per rectum, and repeated haemoglobin estimations show that although .temporary improvement is given by blood transfusion, it is followed by a fresh fall in a short time.
(3) When signs of toxaemia develop with an evening pyrexia up to 1010 or 102°, when a dry tongue and rapid pulse persist in spite of treatment, or develop while the patient is under medical treatment. 2 parts by volume (If a few drops of spirit are added to the aluminium powder before adding the liq. paraffin it becomes easier to mix and less evanescent.) (5) The fuLlminating type of case, in which the illness has only lasted a few weeks and has resulted in a grave condition resembling a " typhoid " state.
Appendicostomy is the safest, easiest, least mutilating and the most rational surgical treatment, particularly in young subjects, and should be done before the disease has advanced too far. Appendicostomy allows the instillation of oil (olive oil or cod-liver oil) into the caecum and entire colon a treatment which is sound in principle and is closely allied to the recognized use of olive oil orally in tulceration of the stomach and duodenum when spasm and hypermotility are present.
Treatment so far as the appendicostomv is concerned consists in the instillation of 5 oz. of olive oil or cod-liver oil at night, and a washout with one or two pints of normal saline, or pulv. sod. chlor. co.3 2 dr. to 1 pint, or I: 4,000 mercurochrome, or permanganate each morning. The appendicostomy is merely one item in the course of the medical treatment which must be carefully sul)ervised, particularly as regards a low residue diet of high caloric value, and the administration of vitamins, iron and liquid paraffin. Blood transfusion is of great value and a regular repetition of the red cell count and haemoglobin estimation give valuable guidance.
Restults in 25 caises of appendicostomly donie in St. AMark's Hospital anid the Royal Norther, Hospital durinig the last ten years
In two cases an appendicostomv failed to be established. One of these was a vomalln of 32 with a severe ulcerative colitis of seven years' duration: her abdominal wall was stoLit and the nmeso-appendix short so that the appendix was only brought to the surface wvith difficulty: two days later the appendix was black and ganigrenous to below the skin level, and an attempt to insert a catheter into the caccum failed. The wound healed up and the patient gradually improved on medical treatment and was discharged a month after admission. The other case was a man aged 40) with..an acute proctocolitis whose appendix, when cut across a week after operation, proved to be fibrosed and had no lumeni. He therefore was also treated medically, and two years later was known to be in verv fair health, althOuLgh onc recurrence of symptoms had taken place in the nmeantime. Five deaths (ages 22, 26, 32, 39, 41) occurred in hospital with the patients unrelieved by appendicostomy. Two of these were very acute, with symptoms of three weeks' and three months' duLration respectively, and the others had had uilcerative colitis for one and a half, two and four years respectivelv.
There were teni very good restults with apparently perfect healing of the ulceration and restoration of a pale smooth mucosa, with formed stools and no sign of free blood, pus or mucus.
One notewvorthy feature was that seven of these were youing subjects of 25 years or iess, and in no case had symptoms existed for more than two years.
In a separate group I have placed five others who gained much general and local improvement and wvere discharged from hospital convalescent. Since th-en the follow-up over a period of up to ten years has shown that occasional relapses have taken place, \iith recurrence of muco-pus in the rectum. Sometimes the flare-up has followed a holiday away from home, and is due nio doubt to the patient's being obliged to eat unaccustomed food. The average age of these patients was 29, i.e. a little older than in the group of 1(0 very good results in which the average age was 25.
In three cases the patients shoNved satisfactory immediate improvement, and wvere Jlischarged from hospital vith appendicostomies, buit it has not been possible to ascertain the late restults.
Co)ncluisioni.-In 23 severe cases of ULlcerative colitis in which an effective appendicostomy was established there followZed 10 very good restults, and at least 5 fair resuLlts, with a further 3 cases improved but untraced later. In my view appendicostomy is a valuable method for promoting healing of the ulceration, and can justly be regarded as a lifesaving operation.
Of the patients who died, two had acute and three had extremely advanced chronic ulcerative colitis. They died from toxaemia and not, so far as I know, from perforation. Note. Since writing tlis paper, two of the three untraced patients have been followed up after an interval of nine years and six years respectively after appendicostomy. They are in good health and free from. symptoms; hence a total of 12 very good results can now be reported for this series.
Sir Arthur Hurst: It is appropriate that a discussion on ulcerative colitis should be held under the chairmanship of Mr. Lockhart-Mummery, as it was at a meeting of the Royal Society of Medicine thirty-one years ago that the clinical study of the disease was inaugurated by his description of the first sigmoidoscopic observations ever made in this condition-a noteworthy contribution to the " pathology of the living ".1
Mr. Gabriel has referred to Liuni's theory that spasm is the main cause of ulcerative colitis. This is quite untenable. Spasm of the colon is a very common and well-recognized clinical condition both alone and associated with excessive secretion of mucus. But though it may be present on and off for many years it is never followed by ulcerative colitis. On the other hand, ulcerative colitis, in common with diverticulitis and cancer, frequently gives rise to spasm.
The following table shows how successful medical treatment is in the large majority of cases if carried out continuously Before the last war and again in 1920 I had an appendicostomy performed in several of my cases of ulcerative colitis. But I gradually came to the conclusion that the operation was of little or no value. It can be shown by simple radiological experiments that the caecum can always be reached by running a pint and a half of fluid per anlum and that the colon, especiallv when it is abnormally irritable as in ulcerative colitis, is completely evacuated by this means. There is consequently no advantage in injecting the fluid from above. The injection of olive oil has been recommended by Mr. Gabriel on account of its value in duodenal ulcer, but this depends upon its inhibiting effect on the secretion of hydrochloric acid so the analogy fails. A considerable number of the worst cases I have seen, many of which were subsequently cured by prolonged medical treatment, had already had an appendicostomy performed, but the opening had been allowed to close when no improvement had followed. The majority of the cases included in the statistics which have been quoted this evening would have got well just as quickly without operation with the medical treatment which they all received at the same time.
fleostomy is the operation of choice. Each case must be judged on its merits before deciding whether the opening should be permanent, the divided ileum should be re-joined or ileo-sigmoidoscopy or colectomy should be performed.5 There are three indications for ileostomy: (1) The only hope for the very rare acute fulminating cases with high temperature and passage of large quantities of pus and blood is ileostomy. Courage is required to operate on such a case, but I have seen an amazing improvement follow within twenty-four hours and ultimate complete recovery, the divided ileum being rejoined some weeks later without any recurrence.
(2) When continuous medical treatment under good conditions for about nine months has led to no real improvement.
(3) Very chronic cases which have already developed fibrous strictures or true or pseudopolyposis by the time they come under observation.
Very few cases have given any trouble after operation; I have rarely seen the severe diarrheea and dehydration often mentioned as sequels. This is because I always examine the patient after an opaque meal to see whether there is undue hurry through the small intestine. When this occurs the associated enteritis must be controlled before performing ileostomy. Any looseness which develops later can be controlled by diet and codeine. It is most remarkable how comfortable patients are with an ileostomy. They can lead ordinary lives with full activity, and with a well-made apparatus the ileostomy gives no more trouble than a successful colostomy. Two of my patients were girls of about 20, who were able to play tennis, dance and enjoy life for a couple of years before the stoma was dosed, and others were professional business men who are quite reconciled to having a permanent ileostomy.
I disagree with Mr. Ogilvie in one matter only; I think both ends of the divided ileostomy should be brought to the surface some distance apart. When no more blood or pus is passed per anutn the colon is washed out with water from above and the deposit is examined microscopically. When no red corpuscles or pus cells are present and endoscopy shows a healthy mucous membrane (though the lumen of the empty colon is always very contracted) the colitis can be regarded as healed. An X-ray examination of the excluded colon always shows complete absence of haustration, but this would occur if it were completely healthy, as haustration is the manifestation of the activity of the muscularis mucosae, the f1unction of which is to mix the colonic contents, so none occurs in an empty non-functioning colon. The mucous membrane may be replaced over large areas by a single layer of flattened epithelial cells, the resistance of which must be very much less than that of a normal mucous membrane. Before a second operation is undertaken the bowel is trained for several weeks by injecting some of the faeces discharged from the ileum through the distal fleostomy opening. The faeces are first diluted with water, and gradually made stronger, till finally the whole of the ileal contents are injected undiluted. If there is no untoward reaction it is safe to rejoin the divided ileum. If, however, the disease is of very long standing and strictures or polypi are known to be present an ileo-sigmoidostomy should be performed instead. In either case there is little risk in the actual operation as the bowel is no longer inflamed. After ileo-sigmoidostomy faeces occasionally regurgitate from the anastomosis into the proximal colon, which should be washed out from the distal ileostomy opening once a week, as most of any water injected by rectum goes into the ileum. It is generally unnecessary to excise the excluded part of the colon.
If a year after performing the ileostomy blood and pus are still being excreted per anlum the colon should be excised down to a point about 9 in. from the anus. It is then generally possible by local treatment from below, including diathermy cautery for polyps and dilatation of strictures with a rubber bag, to restore the remaining colon sufficiently for -the ileum to be joined to it after another interval of several months. If, however, this should not occur, the remaining part of the pelvic colon and rectum can be excised. I regard surgery on the individualized lines I have described as the most important advance in the treatment of ulcerative colitis in the last ten years. * This case still had a caecostomy ten years later and a stricture in the rectum.
His own view was that appendicostomy played a very useful part in the treatment of ulcerative colitis. It was a far less serious operation than enterostomy, and the opening was readily closed, whereas most surgeons were agreed that once an enterostomy always an enterostomy. The President also showed five radiograms of severe stricture following ulcerative colitis.
Mr. Rupert Corbett: We have heard of the satisfactory results following' appendicostomy-it is possible that some of these cases would have recovered without it. On the other hand about 20% die, and I think that a considerable proportion of these might have survived if a terminal ileostomy had been performed.
The indications for taking such a drastic step as terminal ileostomy are (1) In certain fulminating cases, where the patient is suffering from a severe decline associated with diarrhoea, wasting, high fever, tachycardia and anxemia, and shows no response to medical treatment.
(2) In recurrent cases where there is no response to treatment as on previous occasions (this would include appendicostomy) and the condition of the patient is becoming serious.
An example of this group was seen in our first case, a woman of 22, who had been suffering from the disease for a year and a half. Her condition was very serious at the outset, and required three to four blood transfusions in the first three weeks of her illness. Three months after the onset, an appendicostomy was performed. Shortly afterwards a spontaneous caccostomy formed, as a result of an abscess forming round the base of the appendix and ruptturing through the skin. Medical treatment was continued in hospital, but she finally reached the stage of becoming absolutely bedridden-lying on a rubber bedpan, with an average pulse-rate of 130, and a loss of weight to 4 st.
After terminal ileostomy she made steady improvement. She was up in six weeks (previously fifteen months in bed) and in three months weighed 8 st., and was living a normal life again.
Unfortunately, not all the cases following have done so well. I have had six cases of terminal ileostomy. Three are alive and well four, three, and one year respectively, after operation. The remaining three survived the operation and died after varying periods, three and a half weeks, five weeks, and eight months after operation. One of these developed bronchial pneumonia and empyema. Post-mortem revealed that the greater part of the colon had recovered, only one area of ulceration was present in the caecum. This was three and a half weeks after operation. Another case died five weeks after operation from a severe haemorrhage from the colon. The third case developed a pelvic abscess, with probable perforation. This occurred in the eighth month after operation.
There are two important points in technique.
(1) A terminal ileostomy is considered better than an ileostomy in continuity, or double-barrelled ileostomy.
(2) The protection of the skin round the fistula. This is a very difficult problem, and very important to the patient as it is so tender. I advise keeping the bowel closed for twenty-four to forty-eight hours if possible, and then insert' a Paul's tube, protecting the skin with zinc cream or tulle gras.
The early fitting of an adequate box is a great help, and Donald Rose of George Street makes a variety of models to suit'different patients.
Mr. Michael Smyth was interested to hear the President say that in his experience ulcerative colitis was uncommon under the age of 14 years.
While working at an infirmary after the last war, he had met with two cases wvhich had occurred in the same wveek in the local district-one in. a girl of 7 and the other in a girl of 12 years. He was familiar with the President's account of appendicostomy but did not realize at the time that the appendix should be left for some days before opening. In both cases he had opened the appendix at the time of operation, inserted a catheter and vashed out the colon, a tube being inserted into the rectum and irrigation continued until the efflux was clear. Irrigations several times daily were continued until both cases were out of danger. Both were almost moribund on admission, but made remarkable recoveries. His experience of appendicostomy was confined to two other cases in adults, who were not so critically ill and both had progressed satisfactorily, but in these cases the appendicostomy had been retained for periodic irrigation.
He was afraid he differed from Sir Arthur Hurst on the question of applying treatment to the colon from the rectum with olive oil or cod-liver oil. In the majority of cases it can be demonstrated by X-ray that the cacum can be reached with 1 to 1/z pints of barium emulsion, but he had found it difficult to get olive oil or cod-liver oil particularly to flow in, and in order to make any progress it was necessary to make an enmLlsion. In some cases of caecostomy he had tried the experiment of instilling cod-liver oil emulsion into the rectum to see if it could be made to traverse the colon and appear at the cacostomy, but in no case had he been successful. In cases of ulcerative colitis such treatmenit was better carried out through an appendicostomy or cxcostomy.
Dr. S. W. Patterson quloted the experience of medical and surgical treatment at RuLthin Castle and emphasized the value of continiued medical treatment and of continuing diet, douches and general treatment for anamia after surgical interference In assessing the results of treatment care was needed, since ulcerative colitis was a complaint with remissions and relapses. The indications for operation were (1) treatment of local (ischiorectal) abscess, (2) operationis for washing the colon from above, (3) These figures include some chronic cases whose first admission had been previous to 1931.
In the present series there were 30 males and 59 females. Nine wvere under 20; 47 between 20 and 40 ; 27 between 40 and 60 ; and six over 60. The youngest was 11 and the oldest 70.
SUBSEQUENT COURSE Fatal cases.-Of the 81 cases which could be traced 29 are known to be dead. Ten died within three months of the onset of symptoms and a further five within one year, i.e. the immediate mortality was 17% of the total. Five more died within three years, two in from three to ten years and four in periods of over ten years from the onset. In three others the duration of the disease was uncertain.
Post-mortem examinations were obtained on 16 cases. The disease affected the entire large initestine in seven, while in nine the cacum with the more proximal part of the colon had escaped. The small intestine wAas normal in all except two where the disease had spread to involve the terminal ileum. Peritonitis was the cause of death in five cases, twice from obvious perforation. Purulent bronchitis was found in five and empyema in one. Severe anaemia was present in three and in two of these this was clearly due to an acute terminal haemorrhage. One case developed a septicaemia.
Surviving cases.-Fifty-two cases are known to be still alive and of these 29 were re-examined. In this latter group, five described themselves as completely well; eight had remissions when they felt well and relapses which were severe enough to incapacitate them, and eight had chronic diarrhoea. In three defaccation was difficult owing to stricture; three others were ill, weak and run down without definite colonic symptoms.
Wasting was noted in seven of them and eight were clinically anaemic. Sigmoidoscopy revealed active ulceration still present in seven, while eight others showed injected mucosa without ulceration. Polypi were seen in four and strictures in the rectum in three. Three refused to be examined and only three showed a normal rectum. 0 Of the 23 other cases which had been traced by letter, five had remained well, nine had periodic relapses which were not serious and five had relapsed so badly that they required hospital treatment. It is notable that in some cases these relapses occurred after symptomless periods of as long as eight years. Three others suffered from continuous diarrhoea.
These figures are similar to those in the cases examined and indicate clearly how few (10 cases out of 81) really acquire a lasting freedom from symptoms.
The place of surgery in ulcerative colitis is still undecided. In some cases the condition is not recognized and operations are performed for haemorrhoids or fistulze which greatly aggravate the condition. We have seen three such examples in this series. The table gives the results of surgical treatment undertaken to cure or relieve ulcerative colitis. The results appear disappointing but only the gravest or most chronic cases were operated on. When scarring has occurred and strictures have formed it is clear that no satisfactory results will be obtained except by surgery.
Kunath (1936) holds that ileostomy with or without subsequent colectomy is usually the most satisfactory method, though it may be badly tolerated and is inevitably unpleasant. Our limited experience would support this view, though when only part of the colon is affected the procedure is not justified.
The immediate mortality has fallen from 50% in the acute stage to about 20%, but there is still a large remote mortality and an even larger chronic morbidity. 
